Recently, the global population is aging as a result of demographic transition. The elderly are at a higher risk of developing mental illness. This could be due to many reasons including biological factors such as multiple physical illnesses and their treatments and psychosocial factors such as migration, social isolation, and changing family structure. At times, the psychiatric illnesses in the elderly present with atypical features and often go unnoticed. There is a huge treatment gap in addressing the mental health issues of older adults in low-resource countries like India. So far, the preventive aspects in psychiatry are less developed and the mental health care mainly focuses on sickness and treatment. As the number of trained mental health professionals and resources allocated to the field of mental health is meager in low-resource settings, prevention of psychiatric disorders in older adults seems to be a cost-effective option for these settings. In this article, various measures for prevention of psychiatric disorders in elderly low-resource settings have been discussed.
Introduction
Between 2015 and 2030, the number of older persons -those aged 60 years or over -in the world is projected to grow by 56%, from 901 million to more than 1.4 billion. By 2050, there will be more people aged 60 or over than adolescents and youth aged 10-24 years (2.1 billion vs. 2.0 billion). The number of people at very advanced ages is increasing too -the global population aged 80 years and above is projected to grow from 125 million in 2015 to 202 million in 2030 and to 434 million in 2050. The immediate cause of population aging is fertility decline. However, improved longevity has also contributed. The life expectancy is likely to approach people aged 80 years in Asia and 70 years in Africa by 2050. [1] As per the United Nations, a country has been defined as "aging" where the proportion of people over 60 years reaches 7%. India has nearly 8% of senior citizens in the population and is currently in the category of a graying country. This figure is likely to increase to 18.4% by 2025. The life expectancy of an average Indian has increased from 36.7 in 1951 to over 64.6 in 2000 which has contributed to the increase in the population of the elderly. [2, 3] It is anticipated that the number of people older than 65 years with psychiatric disorders in the United States will increase from about
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Debate/Perspective/Viewpoint 4 million in 1970 to 15 million in 2030. [2] The 1-year prevalence of psychiatric disorders (excluding cognitive impairment) among older adults (aged >65 years) was found to be 13% and the lifetime prevalence was found to be 21% in Epidemiological Catchment Area (ECA) study. [4] It has been hypothesized that the "real" prevalence rate is 25% higher than that reported and it is projected to be 19.6% (excluding delirium and other mental disorder secondary to general medical condition which are common in the geriatric population). [5] There is a wide variation in the prevalence rate in India which ranges from 9% [6] to as high as 60%. [7] Elderly population is highly prone to develop psychiatric morbidities due to aging of the brain, problems with physical health, cerebral pathologies, and socioeconomic factors, such as decrease in economic independence and breakdown of the family support system. [8] In the elderly, mental disorder is a key factor affecting the use of acute hospital beds, need for residential care, and the demand on domiciliary services. Conditions such as dementia and depression influence decisions as to whether or not physical illness can be managed at home; they determine the capacity for self-care and the ability to perform daily tasks of life, and due to the practical and emotional burden imposed on the family members, they may lead to institutionalization or heavy investment in domiciliary services. [9] In a low-resource country like India, the care for elderly people with mental illness poses a great burden on the
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How to cite this article: Patra BN. Prevention in old age psychiatry in low-resource settings. Indian J Soc Psychiatry 2017;33:136-8. health-care system and the economy. Hence, prevention of the mental illness would be more cost-effective in the long run. There has been an old saying that "Prevention is better than cure." Although preventive measures have been widely implemented in the prevention of infectious diseases, their implementation relating to psychiatric disorders lags behind, where the major focus has been on the treatment of disorder and managing disability. This is further compromised in the elderly people in low-resource country like India. In this context, various strategies for prevention of mental disorder in older adults have been discussed by many authors. Even the WHO, in its document on prevention of mental disorders, describes various measures of aging mentally healthy.
Geriatric Depression and Suicide
Unipolar depression occurs in 7% of the general elderly population and it accounts for 5.7% of years lived with disability among over 60 years old. [10] However, the Indian studies have reported it as high as 53.7%. [11] Depression in old age is frequently associated with higher medical comorbidity, greater disability, high suicidality, and more neuropsychological and neuroradiological abnormalities [11] and is also associated with more life events. [12] Old age is a time when more number of threatening "life events" come within a very short span of time. Old age depression is usually underdiagnosed due to the high prevalence of atypical presentations, depression thought to be a normal part of aging, overlap of physical and psychiatric symptoms, therapeutic nihilism, and lowered expectations of patient and family. Geriatric depression more commonly presents with atypical symptoms, for example, delusional depression, pseudodementia, masked depression, and depression with physical illness. Early diagnosis and treatment as a part of secondary prevention is quite useful in this case. The frequent bidirectional relationship between somatic illness and depression necessitates attention to both somatic and psychiatric issues, to break potentially vicious cycles of psychiatric illness predisposing to somatic illness, and vice versa. General practitioners need to incorporate diagnosis and treatment of depression into their routine practice.
Schulberg et al. proposed a comprehensive conceptual model for educating primary care physicians that includes improving psychiatric knowledge, interviewing skills, decision-making strategies, and attitude. [13] Many psychological interventions including cognitive behavior therapy and problem-solving therapy have been found to be effective in preventing depressive disorders in older adults. Innovative and multicomponent psychotherapeutic approaches such as sleep problem prevention (Brief Behavioural Treatment of Insomnia intervention), stepped care approach, reminiscence and life review program, cognitive behavior therapy (CBT), bibliotherapy intervention, and internet-based CBT have also been tried. [14] However, these above-mentioned approaches seem to be cost and resource intensive and may pose a great economic burden on a low-resource country like us. For this, culturally acceptable, less resource-intensive measures should be developed.
Spirituality and religiosity are found to be protective against depression and these are also an integral part of many cultures. Mental health professionals need to educate such protective beliefs to the community. We also need to reach out to underprivileged area because these individuals often seek religious leaders rather than mental health professionals. The stigma attached to the mental illness should be addressed to enhance the treatment seeking. Exercise and aerobic classes can be an intervention of choice in low-resource settings. It provides both physical and psychological benefits in elderly populations. [15] These benefits include greater life satisfaction, positive mood states and mental well-being, reductions in psychological distress and depressive symptoms, lower blood pressure, and fewer falls. Sports "exergame" intervention in older adults with subsyndromal depression causes a significant decline in depressive symptoms with the reduction maintained at 24-week follow-up and 37% of participants' symptom scores declined by 50% or more. [16] Simple day-to-day activities, such as leisure and group activities and interaction with people, predict better health, happiness, and longevity. Social rhythm stabilizing therapy for patients with recent bereavement, "coping with depression course," can be useful. Resilience and optimism have been associated with greater psychological well-being. Stress-induced mood disorders can be prevented by bolstering stress resilience, re-education of patients to use more positive emotions, cognitive reappraisal of negative emotions, increasing social support by a rich social network, counteracting feelings of loneliness, and increasing feelings of autonomy. [17] Dementia As the population starts aging, the burden of dementia too gradually increases. It is a critical public health concern for which the global prevalence by the year 2050 is expected to exceed 115.4 million people worldwide and 16 million in the United States alone. [18] As per the ECA study, the 1-year prevalence of severe cognitive impairment among individuals aged 55-74 years was found to be 1%, and in individuals among aged ≥75 years, it was found to be 5%. The prevalence of mild cognitive impairment (MCI) was found to be 19.1% among individuals aged ≥75 years. [4] The 10/66 Dementia Research Group has found the incidence of dementia in middle-income countries to be between 18.2 and 30.4/1000 person-years. [19] As this poses a great burden, prevention of dementia is the need of the hour. A thorough understanding of the etiopathogenesis, including risk factors of dementia, is important in preventing the disease. There have been various measures proposed for the prevention of dementia. Indian Journal of Social Psychiatry | Volume 33 | Issue 2 | April-June 2017
The strategies are to encourage regular physical and mental exercise in midlife and late life. Those include cognitive activity and higher education, mentally demanding occupations or participation in mentally challenging leisure activities, being more socially active, a diet that is low in saturated fat, a diet with lots of fruits and vegetables, smoking cessation, and prevention of head injury. The strategies to control chronic disease are to prevent high blood pressure, high serum cholesterol, and depression or high depressive symptoms. As there is not much evidence for pharmacological agents such as Ginkgo Biloba and Omega-3 fatty acids in preventing dementia, nonpharmacological measures and treatment of the risk factors remain the mainstay. Early diagnosis and treatment should be instituted. [17] 
Late-life Psychosis
In the old age, organic psychosis is more common than primary psychosis. The common causes are dementia and related syndrome, delirium (mostly due to the use of prescription medication), and depression with psychotic symptoms. In old age, polypharmacy has been prescribed for different comorbidities, and there are also age-related pharmacokinetic and pharmacodynamic changes. This predisposes to drug-induced psychosis. [20] Factors known to contribute to morbidity in late-life psychosis include the level of psychiatric symptomatology, cognition, medical morbidity, and disablement. [21] There has been relatively little systematic research on the treatment of psychotic disorders in the elderly. Judicious use of pharmacological agents will reduce the complication and drug-induced psychosis.
Conclusion
Although initially old age psychiatry was cynically described as Cinderella specialty, it has become increasingly popular in the past few years. Nonrecognition of the geriatric mental health as a distinct medical subject and nonavailability of infrastructure, poorly validated research data, and indifferent academics are contributing to less involvement in research activities in this area. The number of old people and hence mental morbidity is going to increase in the future, and there is a need to act fast by professionals and policymakers to focus on the development of preventive mental health measures for the geriatric population.
Financial support and sponsorship
Nil.
Conflicts of interest
There are no conflicts of interest.
